Prenatal Diagnosis and Postnatal Management of a Large Hepatic Hemangioma
A AB BS S T TR RA AC CT T Hepatic hemangiomas are the most benign hepatic tumors appearing in childhood and the prenatal diagnosis is limited. An abdominal mass with a marked blood flow in prenatal USG examination is the major finding. Fetal MRI can be complementary to USG. While the majority of hepatic hemangiomas are asymptomatic, large lesions can lead to high-output cardiac failure, hydrops fetalis, anemia, and consumptive thrombocytopenia. Neonatal management is based on clinical findings and hematological parameters. We describe a case of hepatic hemangioma presenting a well-defined multicystic heterogeneous mass on obstetric ultrasound at the 22-week gestation which was managed conservatively in the postnatal period. An immensely vascular tumor was detected during the color and special Doppler examination ( Figure 2 ). Gallbladder was seen in anatomic position. The biometry of the fetus was as per the gestational age. The amniotic fluid was within the normal range and placental localization was standard. No other fetal abnormality was detected and there was no evidence of fetal hydrops. Fetal heart examination revealed normal cardiac function and there was no cardio-megaly or tricuspid regurgitation. Fetal hepatic cavernous hemangioma was suspected. Fetal MRI was offered but the patient did not accept this intervention. Maternal AFP level was average. 
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FIGURE 2: T2-weighted coronal and axial magnetic resonance images of the large hepatic hemangioma which shows contrast enhancement after gadolinium administration at one week of age. liver function tests were within normal range. During the ab-dominal ultrasound examination performed on postnatal day 1, a markedly vascular, hetero-geneous, a multicystic mass was detected within the right hepatic lobe. A week later, a contrast-enhancing mass with a size of 42×44×40 mm, showing low signal density on T1 weighted images and high signal intensity on T2 weighted images, was detected, confirming a diagnosis of liver hemangioma ( Figure 2 ).
The laboratory parameters were in a normal range, thus the possibility of malignancy was ruled out. Steroid therapy was initiated and the patient was checked with ultrasound at the 6 th and 12 th months. No thrombocytopenia developed and a gradual decrease in the size of the tumor was observed during this period.
DISCUSSION
Although the rate of prenatal diagnosis of congenital tumors has increased gradually in recent years, most of these tumors are recognized at birth. The liver originated tumors are mostly detected during the perinatal period. Among these, hemangiomas, a mass consisted of endo-thelial-lined vascular structures, are the most common tumors during the neonatal period and childhood. They may appear as a focal solitary or multifocal lesion. Small hemangiomas are asymptomatic but rarely they may enlarge rapidly and cause serious complications.
The image of a hemangioma is distinct in ultrasound and can be characterized as a combination of cystic and solid areas in the upper abdomen. Punctate calcifications accompany 50% of cases. 3 Color Doppler imaging is essential for differential diagnosis. Hemangiomas demonstrate hypervascularized, high blood flow lesions but hamartomas are predominantly solid avascular masses. Nowadays, prenatal MRI is preferred as a first-line diagnostic tool. MRI is not affected by maternal factors such as obesity thus provides better resolution than USG, and its multiplanar imaging capacity provides more information about the effect of tu-mor on adjacent organs. 4 In our case, a heterogeneous, highly vascularized complex mass in the upper abdomen was diagnosed at 22 weeks. Differential diagnosis included hepatoblastomas and hamartomas. Hamartomas are commonly multicystic, multilocular lesions and show avascular contrast compared to hemangiomas. 5 On the contrary, hepatoblastomas are counted as the most common tumors in the neonatal period but their prenatal diagnosis rate is relatively low. They are usually large, heterogeneous solid tumors and have weak vascularity like hamartomas. 6, 7 Maternal AFP increases in 5% cases of hepatic hemangiomas but in our case, the AFP level was normal. 8 Hepatic hemangiomas have a biphasic course that consists of first proliferation and then dec-rements in the tumor size. Their clinical expressions are variable and range from asymptomatic to fetal death. The mortality rate due to hepatic hemangiomas is 30-80%. 9 Due to the shunting course of the tumor, mild to severe anemia, thrombocytopenia, consump-tive coagulopathy (Kasabach Merritt Syndrome), cardiac failure, and even death may occur. 10 Owing to a very few case series in the literature, there is no prognostic ultrasound find-ing, and no consensus has been reached about follow up protocol. In our case, there was no sign of fetal anemia, cardiac failure, or hydrops. We examined the fetus fortnightly and lesion remained stable without any complications. Hemangiomas are not associated with aneuploidies, so we did not perform an amniocentesis.
A hepatic biopsy is contraindicated due to the risk of massive bleeding, and diagnosis is most often based on radiological findings. 11 Ultrasonography often demonstrates isoechogenic septated lesions with an increased blood flow. Contrast-enhanced CT is better than USG in demonstrating any hypervascular lesion. MRI is the excellent diagnostic tool to show features of the lesion and decide the best treatment strategy. 12 The prenatal management depends on gestational age and fetal complications. If anemia is suspected, fetal cord sampling is suggested. Thrombocyte count should be considered mean-while because thrombocytopenia is unpredictable. Packed erythrocytes and platelet concen-trates may be transfused. The role of corticosteroids via maternal administration or umbilical cord injection is under question. 13 In postnatal period asymptomatic lesions could be man-aged conservatively with US and MRI with a follow up to monitor the expected regression. Neonates with significant heart failure or hematological complications should be treated with corticosteroids. Corticosteroid treatment has a 50-80% success rate and is the first line therapy.
14 Antiproliferative agents such as vincristine and beta-blockade agents have shown positive effects but data are not sufficient to draw any firm conclusion. Nonetheless, if neo-nate continues to be unstable, surgical intervention is required. Hepatic artery ligation or surgical resection of the tumor should be considered, although medical and surgical therapies and liver transplantation may be the last option. In our case, the neonate was asymptomatic and hematological parameters were normal, so we managed the postnatal period conser vatively with USG follow up. In conclusion, fetal hepatic hemangiomas are commonly asymptomatic, however, may present with serious clinical complications such as high output cardiac failure, hydrops fetalis, fetal anemia, and thrombocytopenia (Kasabach-Merritt syndrome). Therefore, an accurate prenatal diagnosis and follow up are essential. Postnatal surveillance and treat-ment are based on clinical findings and hematologic parameters.
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